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CHAPTER I 
IN'l'RODUC'liON 
Supervision of the psychotic veteran during the trial 
visit period after release from the mental hospital is one of 
the major concerns of the psychiatric social worker in the 
Veterans Administration Regional Offices. The focus of the 
supervisory function is to assist the veteran to attain the best 
possible level of adjustment and to remain out of the hospital. 
The social worker provides case work services to both the vet-
eran and his family, or to other key persons responsible for 
or important to the veteran. If the result of the social work-
er's effort is the removal to some extent of negative pressures 
within the family constellation, circumvention of the develop-
ment of unconstructive or damaging attitudes, and support and 
strengthening of the positive elements in the veteran's immed-
iate surroundings, he will have begun to discharge his respon-
sibility to the veteran, to the veteran's family, and to the 
COIIIliUnity. 
The psychoanalytic approach to the illness is that its 
etiology resides in a disturbed mother-child relationship dur-
ing infancy and early life. The implications of this approach 
take on added importance for the psychiatric social worker 
when one considers that in the majority of cases the schizo-
phrenic veteran returns from the hosp1ial on trial visit to a 
family environment which predisposed him to his illness, or to 
one which tends to reactivate his original conflict. 
This thesis will be an attempt to study long-standing 
frustrations of this nature with regard to their effect on the 
veteran's adjustment, and the methods and techniques employed 
by the social worker in seeking to alleviate or modify the 
emotional environment of the trial visit patient. The adjust-
ment of the patients studied in the thesis will be evaluated 
from the standpoint of ability to function in the areas of 
' family, employment, and community relationships. 
In the mental hygiene clinic the social worker functions 
within the discipline of the team approach by psychiatrist, 
psychologist, and social worker. The role of the psychiatric 
social worker will be considered within this context throughout 
the thesis. 
Purpose 2( the Study 
The purpose of this study is to examine the negative en-
vironmental factors in those cases where the patient failed to 
maintain at least a precarious level of adjustment during the 
trial visit and returned to the hospital. The study has as its 
secondary purpose an examination of the methods of the psychi-
, atric social worker in working with the schizophrenic patient 
during the trial visit, and of the worker's efforts to modify 
or alleviate adverse environmental factors which militate 
i against the patient 1 s improvement. 
~)j __ -o 
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From the material studied it is hoped that answers to the 
following questions will be provided: 
1. What degree of adjustment did the veteran achieve in 
family, industrial, and social relationships? 
2. What were the immediate environmental factors which 
contributed to his particular level of adjustment? 
3. What case work services were offered to the veteran? 
What case work services were offered to his family or to 
other key persons? 
4. To what extent was the veteran able to use available 
case work services? To what extent was the family or other 
key persons able to use available case work services? 
• Scope of ~ Study 
The study includes a brief description of schizophrenia in 
its several aspects: types, etiology, treatment, and prognosis, 
as a basis for a better understanding of the behavior patterns 
,and limitations of the patients under discussion. The study also. 
',includes a consideration of the function of the Mental Hygiene 
:Clinic, Veterans Administration, Providence, Rhode Island, the 
1
role of the psychiatric social worker in this clinic setting and 
' lhis activity during trial visit supervision of the schizophrenic 
:.patient. 
! 
The main body of the thesis involves an examination of six-
.'teen cases in which veterans with a diagnosis of schizophrenia 
;:railed to achieve social adjustments and were returned to the 
ihospit al before the expiration of the trial visit. In this 
jlgroup of cases the writer studied t~e various negative elements 
present, as well as the extent to which the veteran and his 
family made use of the services of the social worker. 
Method .2f. Procedure 
From the monthly statistical reports of the Mental Hygiene 
. Clinic it was determined that there was trial visit activity in 
a total of sixty-one oases during the period from January 1, 
1951 through December 31, 1951. These cases were taken from the 
open and closed files of the mental hygiene and general social 
service sections of the Clinic. The writer found that sixteen 
of the veterans in this total group were returned to mental 
hospitals before expiration of the trial visit. The diagnosis 
in each of these sixteen cases was schizophrenic reaction. 
The sixteen cases were then examined from the standpoint 
of the negative factors present and the character and effective-
ness of social services offered by the psychiatric social work-
er. To further illustrate and clarify the material gathered from 
this analysis, three cases were selected for detailed study of 
etiological factors, history of the veteran's illness, and the 
activity of the case worker during trial visit contacts with 
•· both the veteran and hie family. As the need arose in the study 
of particular cases, the writer consulted with the psychiatrist 
, or social worker concerned. 
• Limitations 
The number of oases studied in this thesis is too small to 
'warrant comparison with other studies of a similar nature, or 
~~to justify general conclusions concerning the subject as a whole. 
ii 
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CHAPTER II 
SC HI ZOPHRElfiA 
This chapter will present a description of schizophrenia 
in its most important manifestations, its effect on the indi-
vidual carrying this diagnosis, and present-day methods of 
treatment. Schizophrenia is generally agreed to be the moat 
important single diagnosis of psychopathology. 
It constitutes about 20 per cent of all first admis-
sions to mental institutions and accounts for about 
45 per cent to 50 per cent of the total resident pop-
ulation of mental hospitals ••• Every fourth or 
fifth bed in mental hospitals is occupied by a patient 
diagnosed dementia praecox.l 
Treatment and improvement of the mentally ill, therefore, have 
been hampered seriously by lack of sufficient bed space and 
specially-trained personnel. 
As late as 1911, Bleuler regarded this condition as a 
group of syndromes and a definite disease process. He placed 
, emphasis on the splitting of the personality, or the discrep-
ancy between the emotional and intellectual aspects of the 
symptoms. This disharaony between normal thought and behaTior 
is the most striking feature of the illness, and expresses it-
self in certain characteristic ways. 
Most typical and general among the basic symptoms in the 
schizophrenias is withdrawal from reality. The patient loses 
1 Bellak, Leopold, M. D., Dementia Praecox, p. xiii. 
The terms dementia praecox and schizophrenia are used inter-
: changeably in the field of psychiatry. 
II 
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interest in his surroundings. He wishes to be alone, and will 
spend long periods of time lost in preoccupation, or will re-
main in the same position for extended intervals. He is 
apathetic and without ambition. 
Concomitant with the characteristic Withdrawal into the 
self, there appears a poor quality of emotional response in 
which the affective response is inappropriate to the situation 
1' producing it. The patient may speak of great disasters or of 
grandiose accomplishments without any display of emotion, 
Where the patient exhibits emotion or physical activity, one 
senses a lack of feeling tone behind the outward manifestation 
of his excitement. 
Delusions, or fixed ideas and hallucinations, or disturb-
ance of sense perceptions, are common manifestations of the 
illness. Both delusions and hallucinations will ordinarily 
involve either ideas of persecution or of grandeur, these af-
fects sometimes alternating in the same patient. He may also 
have ideas of reference in which he interprets ordinary events 
as having direct reference to himself. These ideas of refer-
ence will usually be of a persecutory nature, and will convey a 
variety of morbid ideas to him directed from outside sources. 
,, The patient may also experience delusions of influence, in 
which he believes others are influencing hie thoughts or are 
causing pain and physiological changes in hie body. Halluci-
nations are most often of an auditory nature, although several 
of the sense perceptions may be affected at various times. 
6 
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Disturbance of sense perception or of ideation will frequently 
cause the patient to carry out the commands and suggestions he 
hears, to retaliate with assaultive action to deprecatory 
hallucinations, or to defend himself against expected attack. 
Changes in speech accompany schizophrenia in all oases. 
The patient's speech will be evasive, irrelevant, or rambling. 
The flow of speech may be condensed so that he produces an 
apparently unconnected series of words, or he may coin new 
words by condensing several other words or a phrase, as though 
the speed of his mental processes outstrips his ability to 
utter all his thoughts as fast as they occur. On the other 
hand, he may repeat only what is said to him, may block in his 
speech, or may become entirely mute for long periods. 
Personality changes always occur in schizophrenia, common-
ly one or more phases of regression. The patient becomes care-
less of personal appearance and bodily habits. His actions 
become much less inhibited, and he behaves as though unaware 
of his surroundings. He may become incontinent or engage in 
overt sexual activity. Regressive behavior typifies the ab-
sorption with self and the withdrawal from society and the con-
trols that society imposes on the behavior of the normal per-
sonality. Essentially, the schizophrenic repudiates a world 
too hostile to provide him with the satisfactions he desires, 
and he retreats into a world of phantasy where he can re-
structure his surroundings into an environment which is less 
, threatening. h- -_-_-- -- --: :;: -_ -_-- . 
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TYpes 
While the symptoms Just described are characteristic of 
all types of schizophrenic reactions, there are four accepted 
subdivisions of the illness: simple, hebephrenic, paranoid, 
and catatonic. All of the subtypes may include various com-
binations of symptoms, but a description of the broad distinc-
tions of the several categories is helpful for diagnostic and 
., prognostic purposes. Writing of these rather arbitrary classi-
fications, Bellak states, 1 The outstanding symptom of the sim-
ple form is withdrawal from reality; of the hebephrenic is 
cosmic identity; of the paranoid is persecution; of the cata-
tonic is physical expression of negativism or positivism.•2 
The simple (simplex) type of schizophrenic effects with-
drawal from a painful world by emotional regression. He may 
become irritable or moody, apathetic, and disoriented. Onset 
of symptoms usually occurs before or during adolescence, and 
may progress to gradual intellectual deterioration. The pa-
tient is usually oriented to place and time, and seldom expe-
riences delusions or hallucinations. Because of self-preoccu-
pation and apathy, this type easily assumes a dependent role in' 
life. The simple schizophrenic may become a hobo, . a vagrant, 
or a chronic unemployable. 
-1: . 
These are the people who at one time looked as though 
they might develop into something much better. They 
are quiet, pleasant individuals who gradually si~k 
2 Ibid., P• 3. 
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more into themselves and who never fulfill the 
promise of their earlier days.3 
Since there is little or no intellectual impairment in 
the early stages of this t1Pe, the condition is improvable if 
detected in time, and the patient may make a recovery. In the 
, majority of cases, however, because of the absence of draaatic 
symptoms, the illness has run a course of a number of years 
before being diagnosed for what it is. The prognosis becomes 
less favorable in relation to the duration of the symptoms, and 
treatment is less effective. 
In the hebephrenic t1Pe, the onset almost always occurs 
during adolescence. The hebephfenic is characterized by hie 
~; eo-called silly behavior: laughing, weeping, grimacing, and 
sudden episodes of excitement Without apparent cause. On the 
other hand, the patient may become mute, refuse food, and 
undergo regression to asocial habits and careless appearance. 
Unlike the simple schizophrenic, the hebephrenic usually has 
vivid hallucinations and delusions, commonly of cosmic propor-
tions. He reconstructs the universe to his own liking, and 
fancies that he is God. While most of the manifestations of 
hebephrenia are found in the other types of schizophrenia, the 
distinction of this category lies in the shallowness of affect, 
" impulsive actions and emotional display, and generally silly 
behavior. 
' f 
3 Henderson, D. K., M.D., and Gillespie, R. D., M.D., 
A Test-Book g! Psychiatry, p. 308. 
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Catatonic schizophrenia is a cycloid phenomenon involving 
intense motor activity. This activity is part of a regular 
circular progression of depression, excitement, and stupor. 
!he stupor is similar to the negativism of the hebephrenic, 
although there is a greater degree of apathy. The patient may 
sit, stand, or lie for long periods of time without movement. 
There may be a •waxy flexibility• in which he will allow his 
limbs or body to be positioned in awkward and uncomfortable 
poses which he will hold for many hours. Positions approxi-
mating fetus in utero and crucifixion are commonly seen during 
q these episodes. While in stupor, the patient is frequently 
I 
experiencing a struggle of cosmic forces within himself, and 
upon recovery from the stupor will describe these happenings 
' with great animation. During the stupor he also experiences 
hallucinations and delusions. Because of his negativism at 
these times, it is often necessary to tube-feed him. When he 
enters a state of excitement, he may act out his delusions by 
becoming suicidal or homicidal. His speech and actions are 
stereotyped. The alternating manifestations of this type are 
accompanied by severe emotional blunting and total lack of 
insight. 
!he paranoid type is distinguished by a particularly well-
organized delusional system, usually of a persecutory trend. 
The central delusional pattern is accompanied by a wide variety 
of sensory hallucinations. The patient believes his food is 
f! -_ ;: 
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poisoned, or that he expe_riences bodily sensations caused by 
outside forces, or that voices either give him commands or 
make disparaging remarks. !he onset of this reaction occurs 
later in life than do the other types. As the illness progress-
es, the original persecutory delusional pattern may be replaced 
by or mixed with delusions of grandeur. The patient displays 
a progressive deterioration of personality and marked regres-
sion to earlier modes of behavior. !he paranoid schizophrenic 
is always a potentially dangerous individual, since his de-
lusional pattern may become fixed on any other individual at 
any time and result in assaultive action. 
Etiology 
The pre-schizoid personality is that of the introvert; 
where the individual is a daydreamer and does more thinking 
than acting. The schizophrenic develops from a personality 
that is essentially asocial. The exact etiology of the schiz-
ophrenic reactions is unknown, separate schools of thought 
;i holding to physiological, anatomical, genetic, infectious, and 
psychological factors. All of these theories have at least a 
kernel of merit, but for purposes of this thesis, the writer 
considers the psychological approach most in keeping With the 
broadest understanding of the illness. The following discus-
sion, therefore, will be based on psychological concepts, trac-
ing the path of normal development to the point where it di-
verges to this particular abnormality. 
11 
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Schizophrenia stems essentially from disturbed inter-
personal relationships in infantile and early lite experiences. 
Since the infant first becomes aware or the world through his 
mother, and is motivated in his behavior solely by the rhythms 
of his physiological system, he has no way or distinguishing 
between internal and external reality; that is, between himself 
and the outer world. His physiological mechanism experiences 
tension when he is hungry, and this is replaced by a sense ot 
well-being when he is fed. Along with his rood he is also 
assimilating, from a psychological point ot view, those atti-
tudes or the mother which accompany the satisfaction of his 
basic needs. It the infant has the affection ot his mother, 
and if his bodily needs are satisfied without undue frustration, 
1 
·-:::-!:: -
he is very likely to be a happy individual. Being secure with-
in his environment, his ego develops normally. With the cer-
tainty ot love trom his mother, and later from his rather, the 
child is able to tolerate the later frustrations which are 
necessary tor growth, and for which early security and support 
trom the important figures in his world have prepared him. 
In the early lite ot the schizophrenic, on the other 
hand, there is always a mother or mother substitute 
who is inaccessible, most frequently because she re-jects and disapproves or herself rather than ot the 
baby; this disapproval is felt by the baby to be 
disapprcwal of himself. Thus there is in the percep-
tion of the schizophrenic an anxiety-creating 1bad 
woman• and a •good woman• -- a deity endowed with 
all possible qualities ot omnipotence and omniscience, 
nirvana qualities which every human being knows the 
taste ot. Longing and yearning for this inaccessible 
and wonderful object becomes one preoccupation or the 
,, 
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schizophrenic; and proving the existence of the bad 
mother by manipulating the environment into a re-jecting object becomes a necessity in order to dis-
pose of the unbearable feelings of guilt and the 
constant state of anxiety.4 
When the mother does not love the child, therefore, he 
will experience from his earliest development frustrations 
which are beyond his powers to cope with, and repetition of 
which he will unconsciously anticipate throughout the remainder 
of his life. The rejecting mother is described by Doctor Harry 
Rand as: 
• • • self-centered persons who were unable to love 
others but themselves. These women, on the surface, 
give a picture of well-adjusted, normal individuals, 
but are actually immature • • • They often marry 
early, and have husbands who are passive, aloof, and 
inadequate as family members • • • They fear spoil-
ing their children, and from birth keep them on 
strict schedules and frequently raise them in an 
aseptic environment.5 
The mother acts out her unconscious rejection of the adult 
and mother role by rejection of the child. The father, being 
usually passive and ineffective, is unable and disinclined to 
compensate for the child's emotional deprivation. The child, 
in turn, perceives the world as a hostile and threatening place. 
He becomes increasingly unable to withstand the normal 
4 Alberta Szalita-Pemow, 1Remarks on the Pathogenesis and 
Treatment of Schizophrenia,• Psychiatry, 14:296, August, 1951. 
5 Harry Rand, former chief psychiatrist, V.A. Mental 
i Hygiene Clinic, Providence, Rhode Island, in a lecture presented 
at a psychiatric seminar at the above clinic November 2, 1949. 
Unpublished paper. 
:I 
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frustrations which accumulate throughout his development, and 
ultimately loses the ability to deal effectively with later 
life experiences. This disadvantaged child will withdraw more 
and more into himself and his own worldof phantasy for comfort. 
If deprivations and frustrations become overwhelming, he is 
quite likely to effect a complete break with reality. At first 
he will appear as a quiet, passive individual, lacking suffi-
cient ego strength to meet the demands of his environment, 
and prone to dependency on others. 
The above description of the symptomatology of early 
schizophrenia illustrates the initial concept of a hostile 
world, withdrawal from a threatening environment into a world 
of phantasy, increasingly inadequate adaptation to new frus-
trating experiences, and final complete denial of reality. 
Treatment 
Treatment of this illness is most effective, as with all 
other illnesses, as soon as possible after the symptoms have 
become manifest and have been diagnosed. The mental hygiene 
movement has as its goal the promotion of healthful patterns of 
living and feeling in order to prevent establishment of habits 
', of thought and behavior tending toward mental illness. Unfor-
tunately, since schizophrenic reactions become overt only over 
a relatively long period of time, treatment is most often not 
begun until after hospitalization has occurred. While the out-
look would be better if the patient could be treated early in 
14 
the course of the illness before he is hospitalized, while he 
may still have some insight into his basic confllots, and be-
fore bizarre symptoms are superimposed on his condition, never~ 
theless the hospital does offer a few advantages for treatment. 
In the protected environment he is prevented from doing harm 
to himself or to others. His need for maintaining nourishment 
and elimination is assured, as are the regulations of his other 
physical requirements. Within the hospital setting, treatment 
of the schizophrenic utilizes one or more of three general 
techniques: medical therapy, psychotherapy, and occupational 
'
1 
therapy. Each case must be evaluated individually to determine 
the most feasible method or combination of methods to be em-
ployed so that physiological as well as psychological factors 
can be mobilized tor the most effective treatment. 6 
Because of the nature ot the schizophrenic's withdrawal 
from reality, it frequently happens that the patient has been 
, institutionalized while in a debilitated or emaciated state. 
He may have discarded normal habits of eating, eliminating, 
and sleeping. The first orientation for him consists of hie 
re-introduction to regular daily habits and whatever treatment 
may be necessary tor secondary medical problems. Aside from 
the therapy he will undergo, he is encouraged to participate 
in recreation and other activities of the hospital to the extent 
6 Arthur P. Noyes, M.D., Modern Clinical Psychiatry, 
p. 471. 
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that he is able. Overcrowding of hospitals and inadequate 
individual attention promote neglect and increase the confu-
sion and fear of the patient. Use of hot or cold baths, packs, 
and drugs for the alleviation of extreme excitement or depres-
sion may be necessary for a short time immediately after ad-
mission to the hospital. 
The deeper treatments most widely used are the shock ther-
' spies; either insulin, to produce a hypoglycemic shock, or 
' electro-shock which induces a convulsive reaction. Various 
drugs of other types are also used in certain cases and in var-
ious settings, but the above treatments are generally consider-
ed most effective. Electro-shock has the advantage of ease and 
economy of administration. Choice of the type of treatment to 
be used is in accordance with the preference of the individual 
physician. Insulin seems to be the more efficient and satis-
factory choice in several ways, although Noyes states that: 
The recovery rate is by far the greatest in patients 
who have not been ill more than six months. Full re-
mission in patients who have been ill more than 
eighteen months is not common. The percentage of 
complete remissions following the use of insulin de-
pends very largely, then, on the duration of the 
psychosis.7 
A course of insulin treatment will consist of shock induced by 
intravenous injections of insulin six days per week for a period 
of six to eight weeks. Following this treatment, patients who 
, were out of contact with reality often return to a level of 
7 Noyes, ibid., p. 479. 
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pre-psychotic adJustment where they can participate in ordi-
nary ward activities and take an interest in their surround-
ings. Some improve temporarily to be amenable to individual 
psychotherapy. 
While this last result is not always obtained, it is 
presently the goal to be desired in treatment. Psychotherapy 
with schizophrenics is not yet clearly defined because of the 
limited knowledge of psychiatrists as to the exact genesis of 
the illness, and of the limitations of the patient. One of 
the greatest difficulties encountered in attempting psychother-
apy with him is that his retreat from reality is seldom abso-
lute. •This is not always possible, since adult experiences 
keep on coloring his world. The patient keeps some notion of 
the unreality of his world and really longs for some contact 
but is too fearful of the frustration.•8 
The use 6f occupational therapy is to provide outlets f'or 
the patient to pursuits and interests of people who are in men-
tal health, to keep him in touch with reality as much as pos-
sible, and to preve~t the patient from drifting into a state of' 
inactivity ·and indifference. 
The above description points up the types of' treatment 
employed as being geared to the type of patient concerned. !he 
attitudes encountered within the hospital by the patient are 
perhaps as important to him and to his degree of' recovery as 
8 Bellak, .22• .ll.h• p. 377. 
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are the somatic and other treatments given him. Just as the 
various types of treatment are interdependent, so also are the 
attitudes of the hospital personnel focused on the patient, the 
kind of a person he is, and meeting of his needs as he progress-
es through the stages of his treatment. 
Prognosis 
Unfortunately, there are few objective criteria by which 
to predict recovery from any one of the schizophrenic reactions. 
!here is still considerable disagreement within the field of 
psychiatry concerning prognosis, and data have been gathered 
largely from clinical experience on an empirical basis. From 
the various data available, however, several general conclu-
sions seem warranted. In a summary of the results reported by 
fifteen investigators, Bellak found: 
• • • we find most authors reporting about 50 per cent 
improvement rates with a duration of under six months, 
approximately 35 per cent improvement rates with a 
duration of six to eighteen months, and about 25 per 
cent with a duration of over eighteen months. 
For the various subtypes, we find improvement rates 
still dependent upon duration, with 30 per cent to 
63 per cent for catatonics, 20 per centto 66 per cent 
for hebephrenias, 25 per cent to 50 per cent for 
paranoid, 35 per cent to 67 per cent for the simple 
type, and 20 per cent to 37 per cent for other types.9 
In general, the consensus is that the catatonic type has a 
good prognosis if there has been a sudden onset and if treatment 
. begins while the episode is still acute. The simple and 
9 Bellak, ~ ~. p. 403. 
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hebephrenic types have a much less favorable prognosis because 
of the slow and insidious onset, and consequent deterioration 
which has occurred prior to treatment. Noyes questions whether 
or not the paranoid type ever recoversrO while admitting that 
undoubtedly some remissions occur which may be looked upon as 
social recoveries. Factors other than the duration of the ill-
ness and_ the diagnostic reaction type also enter into any con-
eideration of recovery from schizophrenia. Bellak reports: 
••• certain other criteria are more or lees 
universally applied and universally accepted ••• 
(1) If the family history reveals a heavily 
tain~ed the outlook is generally considered 
poor. (2) A sudden onset ••• militates toward 
a good prognosis. (3) Age at onset appears to 
influence the outcome; if the disease appears 
in the pre-adolescent years, prognosis is poor, 
and it is likewise poor if the onset is beyond 
the age of 40. (4) If precipitating factors are 
conspicuous in affecting an attack ~ • • the out-
look is generally considered better than if no 
such exogenous factors exist. (6) If there is a 
history of a previous attack of schizophrenia, 
the outlook is worsened, though some authors 
state that a previous episode indicates a good 
prognosis, and Muller feels that the third epi-
sode is the crucial one. (6) The preservation 
of affect is generally accepted as evidence of a 
relatively good outcome. (7) A high I.Q. is be-
lieved to aid the patient in his rehabilitation.ll 
10 Noyes, ~· £!!., p. 466. 
11 Bellak, .21!• ill·, p. 402. 
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CHAPTER III 
THE VETERANS ADMINISTRATION 
The General Program 
The present program of the Veterans Administration is a 
result of the consolidation in 1930 of the three federal agen-
cies then providing services to veterans: The United States 
Veterans Bureau, The Bureau of Pensions, and The National Home 
for Volunteer Soldiers. By executive order, the Administrator 
of the Veterans Administration ie an appointee of and directly 
responsible to the President of the United States. He is 
charged with the administration or the laws providing direct 
benefits for veterans. 
Of the many benefits provided, this study is concerned 
with that portion of the Veterans Administration medical pro-
gram related to the Mental Hygiene Clinics. Institution of the 
present medical program, including the clinics, is an outgrowth 
of medical and psychiatric experience during World War II, and 
.! a reflection of the awareness of the necessity for a continuing 
program of treatment, both medical and psychiatric, for veterans 
in the years following the war. The Mental Hygiene Program is 
an important part of the Department of Medicine and Surgery, as· 
reorganized in 1946, and was established as outlined in 
Veterans Administration Circular 169, July 15, 1946. Among 
other general provisions, the circular statea: 
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Mental Hygiene Clinics • • • will be established 
in regional offices when the Deputy Administrator 
having jurisdiction determines that such clinics 
are necessary and can be properly staffed within 
the approved personnel ceiling. 
Purposes and Responsibility. The need for treat-
ment of t~large number of veterans discharged 
from service with mental and nervous illness is 
evident. Experience in civilian practice before 
the war indicates that the majority of these oases 
can be treated effectively in a clinic Without 
hospitalization. The Mental Hygiene Clinics will 
render this treatment on an out-patient status 
and will be responsible for conducting the entire 
out-patient treatment program in the selected 
regional offices. This program will serve to 
alleviate a minor neuropsychiatric illness, pre-
vent the development of a more serious illness, 
and consequently reduce the number of veterans 
requiring hospitalization. 
Function of !£! Mental Hygiene Clinic • • • 
treat the veteran suffering from a service-con-
nected neuropsychiatric illness not requiring 
hospitalization. The veteran may present himself 
or be referred by another component of the Veter-
ans Administration, a public or privite agency, 
or an organization in the community. 
The Mental Hygiene Clinic, Veterans Administration, Provi-
dence, Rhode Island, was established on October 14, 1946, for 
the purpose of treating veterans with emotional illnesses on an 
out-patient basis. The clinic is respons.ible for providing 
services to veterans with service-connected illnesses who live 
in the area of Rhode Island and Southeastern Massachusetts, in-
cluding Cape Cod and the Islands of Martha1 s Vineyard and 
l Social Service Functions in Veterans Administration 
1 Regional Offices and Centers With Regional Office Activities, i' Veterans Administration Technical Bulletin lOA-198, Washington, 
:! D. C., August 29, 1949. 
:i 
21 
Nantucket. The staff consists of a Chief Psychiatrist and 
three full-time psychiatrists. There are also two part-time 
psychiatrists who serve on the evening clinics. At present the 
Clinic is operating two evenings a week, on Tuesdays and Thurs-
days, for those veterans who are unable to keep daytime ap-
pointments because of employment or training. The only patients 
who are now being seen by fee basis psychiatrists are those in 
whose eases it has been deemed therapeutically inadvisable to 
transfer their treatment into the Clinic. The patient is seen 
in the Clinic on the average of once each week for approximate-
ly one hour. The treatment in the Clinic is dynamically orient-
ed, and the team concept is utilized in the Clinic setting. 
The social service staff of the Regional Office consists 
of a Chief Social Worker, two Case Work Supervisors, and six 
social workers. One of the supervisors and two of the workers 
constitute the social service staff of the Mental Hygiene 
Clinic. In addition, there are two students majoring in psy-
chiatric case work in the Clinic. 
At the time of the origin of the Clinic, social service 
evaluated and oriented the patient at the time of intake. Fol-
lowing intake, interviews would be arranged by appointment only, 
and would be adjusted to the convenience of the patient if he 
were in training or employed. The present intake procedure 
. differs somewhat from that practiced in most clinics in that 
,, the patient is now seen first by the psychiatrist, usually the 
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Chief Psychiatrist. The veteran may then be referred to a 
social worker for further social history, supportive case work, 
interpretation of the Clinic and its function, or case work 
with his family, Referrals to social service are made accord-
ing to the schedule in Appendix B. 
Where indicated, a psychological interview is arranged 
for the veteran. Final responsibility for diagnosis and treat-
ment rests with the psychiatrist who is treating the veteran. 
Treatment is planned with due consideration given to the needs 
of the patient, his limitations, and the facilities available 
to him through the Clinic. 
Following the initial psychiatric interview, a staff 
conference is held at which time the intake problems are dis-
cussed as to diagnosis, evaluation, and therapeutic recommenda-
tions. This conference is attended by the total clinic staff 
and the Chief Social Worker. Pertinent information concerning 
the intake conference is outlined in a letter from the Chief 
Psychiatrist, as reproduced in Appendix c. 
The Role ~ the Psychiatric Social 
Worker in the Providence Mental 
Hygiene Clinic 
General policy, responsibility, and scope of activity for 
social service in Veterans Administration Regional Offices are 
set forth in the Veterans Administration Technical Bulletin 
,, lOA-198, paragraph 2: 
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Social Service Functions. • • • As an integral part 
of the Medical Division, Social Service carries out 
the following responsibilities in collaboration with 
the various outpatient medical clinics, mental hy-
giene clinics, hospitals, and other VA services, and 
in cooperation with the community: (a) Social case 
work services to veterans directly within the Medical 
Division; also in relation to the vocational rehabil-
itation program; (b) services to other components of 
the VA; case consultations; and (c) corollary respon-
sibilities of equal importance with (a) and (b) and 
essential to their adequate accomplishment.2 
The over-all activity of the Clinic is oriented to the 
team approach of the psychiatrist, psychologist, and social 
worker, and is geared to the patient's illness. The respon-
sibility for treatment remains with the psychiatrist who, if 
certain social problems are presented, may suggest that the 
skills and techniques of the psychiatric social worker be em-
ployed. The psychiatrist, the case work supervisor, and the 
social worker will decide upon the social services to be offer-
ed. Frequently it will be decided to provide continuous serv-
ices to other persons who are involved in the patient's illness. 
As in the function of trial visit supervision of the psychotic 
veteran, this may involve explaining the services of the Clinic, 
handling their attitudes toward treatment of the patient, and 
helping them through the difficult periods of the patient's ad-
justment. The case worker carries on his responsibility under 
the supervision of the case work supervisor, and consults with 
the psychiatrist when this is indicated by the situation and 
2Ibi~ 
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the treatment plan. He also makes use of other community re-
sources when they facilitate his plan of treatment with the 
patient or the patient's family. Within the Clinic setting, 
the veteran is often able to derive benefit from supportive 
case work techniques which are focused around re-orientation to 
the reality aspects of the situation. This case work treatment 
sometimes results in the veteran's becoming more accessible to 
psychotherapy through treatment of the social problem by the 
social worker. 
The function of the social worker during the trial visit 
of the psychotic veteran is outlined further in Technical 
Bulletin lOA-198, paragraphs (3) and (4) as follows: 
Assistance to the Veteran in the Process of Leaving 
HOSPital or Domiciliary Care. This service is in 
relation to planning for a successful trial visit 
or a discharge from the hospital or center that will 
be lasting. Such assistance includes study of the 
home situation to help the hospital staff determine 
the advisability and timeliness of the veteran's re-
lease. It also involves actively helping develop 
a home and community setting that will be favorable 
to the patient's maintenance of mental and physical 
health. The veteran and family may need assistance 
in working out financial problems, environmental 
adjustments, or personal feelings around the pro-
posed trial visit or hospital or domiciliary dis-
charge. Social Service can also help ensure the 
patient's continuity of Veterans Administration out-
patient treatment when recommended by the hospital 
and the carrying out of their medical recommenda-
tions. 
Assistance to the Veteran on Trial Visit. Patients 
not directly supervised by the hospital granting 
the trial visit are referred to Regional Office 
Social Service for assistance in adjustment Within 
their family group and re-establishment in the 
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community; also for periodic evaluations of their 
adjustment. The patient may need help in estab-
lishing more satisfying relationships with others, 
in regaining his economic security, and in using 
all possible community resources that will aid in 
his adjustment. This help may involve modification 
of attitudes and anxieties of persons important in 
his environment, which result from their lack of 
understanding of his illness or of even more funda-
mental attitudes toward him. The patient and the 
family may be uneasy over a civil status of incom-
petency. The patient may fear to seek, or try to 
maintain, employment and may need help in locating 
sources of employment. The family may need help 
with their problems in living with an emotionally 
ill person, in order to advance his adjustment and 
to prevent their pressure for his rehospitaliza-
tion. The evaluation of the veteran's adjustment 
may be needed by the responsible hospital or by 
other departments in such decisions as the veter-
an's continuation on trial visit, or return to, 
or discharge from, the hospital; his competency, 
or the advisability of appointment of a guardian. 
In addition, any physical indications of the neces-
sity for medical treatment need to be brought to 
the attention of the appropriate medical resources 
by the social worker. The patient continues to be 
the responsibility of the hospital medical staff. 
In carrying out the above program, the social 
worker must have access to psychiatric consultation 
and guidance, either di3ectly from the hospital or 
at the regional office. 
This statement of policy concerning the responsibility and 
scope of activity of the social worker during trial visit serves 
to re-emphasize the basic consideration of the veteran's social 
readjustment through case work services provided to him and to 
the important persons in his home environment. Consultation 
:, with the psychiatrist as necessary in carrying out this tunc-
·. tion is an essential part of the trial visit, as is the 
3 Ibid. 
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maintenance of adequate liaison with the hospital having ulti-
mate responsibility for the veteran. Industrial rehabilitation 
and use of other community resources are recognized as impor-
tant supplementary tools which are available to the case worker 
in his work with both the veteran and the veteran's family. 
While the goal of the case worker is to help the veteran to 
keep functioning at the best possible level and to prevent the 
necessity of his returning to the hospital rather than to ef-
fect personality changes at a deeper level, he is free to util-
ize all of his specialized knowledge, skills, and techniques in 
hie approach to the total problem. 
:: The Activity of the Psychiatric Social Worker During the T:rilal 
, Visit. 
The effectiveness of the social worker's efforts during the 
trial visit will depend to an important degree upon several as-
pects of the total process which take place before the veteran 
:: leaves the hospita1. These are the degree to which the veteran 
· is prepared by the hospital for hie conditional release, the 
. way in which the family haa been helped to accept the veteran 
·and to plan to receive him through the pre-trial visit contacts 
by the Clinic social worker, and the transmission of reports to 
· the responsible hospital relative to the attitudes of the family 
''prior to the beginning of the tria1 visit. 
The main interest of the hospital social worker is to pre-
pare the veteran for his eventual return to community living 
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outside of the hospital. By alleviating some of the problems 
which arise because of the veteran's hospitalization, both 
within and outside ot the hospital setting, the social worker 
is able to form a good relationship with him, and to help him 
accept the transfer to the Clinic social worker who will be 
supervising him during his trial visit. Careful planning in 
this direction is particularly important in the case of the 
schizophrenic because of his innate suspiciousness and his pre-
disposition to anticipate frustration and rejection from un-
familiar persons and new situations. If the relationship with 
the social worker in the hospital has been a satisfying one tor 
him, he will be able to make the transition to the new worker 
without undue difficulty. It is desirable, depending upon case 
loads, amount of time available to the Clinic social worker, 
and the distance from the hospital, tor the new worker to be 
introduced to the veteran at the hospital before his release. 
Usually the hospital will have requested that the social 
worker at the Clinic make a pre-trial visit study of conditions 
in the home and the attitudes of the family well in advance of 
the time when the trial visit is to begin. This is particu-
larly important in evaluating the probable degree of success of 
the total trial visit procedure, since it provides the social 
worker with an opportunity to assess the positive and negative 
factors in the home environment which will have an important 
bearing on the veteran's improvement. The worker 1 s task is to 
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foster as favorable an environment as possible for the veteran 
by forming a working relationship with the family, and by hand-
ling their fears, misconceptions, and negative attitudes about 
his condition and about the trial visit. Many problems within 
the family, both of an emotional and a reality nature, can be 
alleviated in this way before the veteran is actually in the 
home. By dealing with these problems beforehand, the social 
worker has more freedom to focus most of his energies on the 
positive elements in the situation which can be mobilized in 
working with the veteran toward a social adjustment. Reports 
to the hospital concerning the P.re-trial visit study and the 
progress of case work with family members will be of consider-
able assistance to the hospital in reaching a decision as to 
the feasibility and timing of the trial visit. After the 
trial visit has started, it is equally important for the hos-
pital to receive periodic evaluations by the Clinic social 
worker of the veteran's progress in order to reach a decision 
regarding extension of the trial visit beyond the original 
three-month period, possible need of his return to the hospi-
tal, discharge from trial visit status and from the hospital, 
or to offer recommendations concerning continuing case work 
with him. 
When the veteran has commenced his period of trial visit, 
the social worker provides direct services to him and carries 
on adjunctive case work with the key family members. The case 
worker's activities will lie essentially within the areas of 
the reality situation and the disturbance of interpersonal 
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relationships. In most cases, as indicated in Chapter IV, the 
veteran will retain some or most of the overt symptoms of hie 
illness. Because of the character of the illness he is very 
likely to be resistant to discu'ssing the things he finds 
troublesome to him. The worker's initial relationship with 
him will of necessity be of a peraissive, understanding, and 
friendly nature to demonstrate that he is participating and 
sharing in the veteran's experience. The goal of this basi-
cally supportive function is to help the veteran widen his 
areas of interest and to utilize existing strengt.hs to increase 
his orientation to reality. Through the strengthening of the 
relationship, and the patient's more complete acceptance of 
him, the worker seeks to stimulate the patient's willingness 
to verbalize his feelings and attitudes about his illness, the 
people in his environment, and hie hopes and interests. By 
support, reassurance, and suggestion, the social worker en-
courages the veteran to participate more fully in the world 
,1 about him, while keeping the relationship grounded firmly on 
reality. Gradually, as the patient develops a greater aware-
ness of the degree of his illness and his own limitations, he 
may improve to the point where he is able to accept psycho-
therapy at the Clinic. This is the optimum result obtainable 
from the case worker's supportive relationship, since it is 
only in this way that deeper going personality changes of a 
permanent nature can be effected, and re-education in inter-
personal relationships take place. Case work with the 
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schizophrenic patient is a lengthy procedure, and the results 
obtained come about through a very gradual process. The 
' schizophrenic on trial visit will experience periods of re-
" gression and negativistic attitudes, but the case worker who 
can establish a relationship with him and who has a thorough 
understanding of the patient 1 s illness and needs is well 
equipped to help him through these difficult periods, and to 
maintain what improvement has already been achieved. 
The case work started with the family during the pre-trial 
visit planning is continued on a collateral basis. It is more 
constructive if this case work treatment is arranged so that 
the key family member is seen separately from the veteran, on 
a different day if possible, and preferably at the Clinic if 
the veteran is customarily seen in the home. As the relation-
ship with the family continues, it will be necessary for the 
worker to employ considerable reassurance, as well as sugges-
tions about management of the patient. The worker will probably 
find that the family members will require constant clarifica-
tion of the patient's illness and or the overt symptoms, and 
will need interpretation concerning the total situation to the 
extent that they are able to accept and understand. Since the 
ease work goal is to help the patient reach a more adequate 
social adjustment, the family can be encouraged to make a 
positive contribution in this respect by providing him with 
opportunities to socialize in the community as well as within 
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the family group. The social worker remains sensitive to neg-
ative elements and attitudes on the part of both the family and 
the patient so that they can be handled as they occur or are 
reactivated from earlier phases of the case work relationship. 
In addition to these aspects of work with the family, the re-
lationship with them is important in those cases where the 
veteran is not making an adjustment and should be rehospital-
ized. Where the family has maintained an accepting attitude 
toward the veteran and the trial visit, and has made a real 
effort to discharge its responsibilities in his adjustment 
while in the home, the necessity for returning him to the hos-
pital may be difficult for them to acknowledge even though they 
may realize that further hospital treatment is in his best in-
terests. The social worker has the responsibility to help them 
work through their feelings about rehospitalization, and to 
terminate the trial visit until some future time. 
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CHAPTER IV 
A STUDY OF SIXTEEN CASES IN WHICH 
VETERANS RETURNED TO MENTAL HOS-
PITALS PRIOR TO THE EXPIRATION OF 
TRIAL VISIT 
In keeping With the plan of study explained in Chapter I, 
the sixteen oases in which the veteran failed of adjustment 
during the trial visit were examined in more detail. The pur-
pose of this step was to discover the level of adjustment 
achieved in each case, to isolate negative environmental fac-
tors in each case in order to study their relationship to the 
veteran's inability to adjust satisfactorily, and to illustrate 
the type of activity and the techniques employed by the psy-
chiatric case worker during the trial visit period. 
The cases were first analyzed from the standpoint of prog• 
nostic criteria, symptom-formation at the beginning of the 
trial visit, attitudes of the family toward the patient, and 
case work activity. The cases were further studied to deter-
mine the level of adjustment attained in the areas of family, 
industrial, and community relationships. The designations of 
levels of adjustment for purposes of this study are those em-
ployed in the Veterans Administration Mental Hygiene Clinic, 
Providence, Rhode Island, and are as follows: 
33 
• 
1. Precarious. This description indicates that the pa-
tient is adjusting within the family group only, and at a 
vegetative level. In a typical situation of this kind, the 
patient requires continuous supervision by hie family eo that 
he does not endanger himself or others, and needs assistance in 
caring for routine physical requirements such as eating, dress-
ing, and the like. 
2. Limited. The patient in this category requires a min-
imum of supervision by his family. He is inclined to take an 
interest in social activity outside or the family group, and 
to resume former relationships with friends and acquaintances. 
In some cases the patient makes an effort to function in paid 
employment. The schizophrenic in this category, however, works 
sporadically, usually because of his inability to tolerate 
supervision or to adapt himself to the presence or fellow-
employees because of ideas or reference, and his employment is 
not or long duration. 
3. Marginal. The patient functions with relative stabil-
ity in the three areas or social living, and is capable or 
somewhat steadier employment during the time he is out of the 
hospital. He retains his symptoms to a lesser degree than do 
the two categories mentioned above, and has more understanding 
of his limitations. He is thus more inolined to request hos-
pitalization voluntarily when he feels overwhelmed by environ-
mental pressures. 
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Table I shows the number or previous hospitalizations in 
the sixteen cases selected for study. 
TABLE I 
NUMBER OF HOSPITALIZATIONS PRIOR TO TRIAL VISIT 
Times 
Hospitalized 
1 
2 
3 
4 
5 
Number or 
Cases 
2• 
5* 
5 
3 
~ 
*In one case from each or these categor-
ies, the patient returned annually to 
the hospital ror periodic domicilary 
care on a voluntary basis. 
This table shows that in a majority or fourteen cases 
there is a history or two or more hospitalizations. In accord-
anee with psychiatric opinion as to the adverse effect or sev-
eral hospitalizations on eventual recovery, this information 
would suggest a decreased possibility or the patient adjusting 
during the most recent trial visit, and possibly greater limi-
tation during future absences from the hospital. Being the 
type of individual he is, the schizophrenic has a low rrustra-
tion tolerance and is particularly sensitive to the rejection 
he is prone to anticipate in any situation. When the relatively 
secure atmosphere of the hospital is replaced by a pathological 
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home situation, his confusion is very likely to be increased, 
and his tendency to withdraw from reality more marked after 
hie return to the hospital. 
As indicated in Chapter II, one of the important criteria 
generally accepted by psychiatrists as affecting the degree of 
possible recovery is the duration of the illness. The follow-
ing table lists the total duration of recognized schizophrenic 
reactions in the cases studied, prior to the beginning of the 
latest trial visit. 
TABLE II 
DURATION OF ILLNESS PRIOR TO THE LATEST TRIAL VISIT 
Less than 
1 year 
1-2 
years 
3-4 
years 
6 years 
or longer 
Total 
0 2 4 10• 16 
*In this classification, two of the patients 
are veterans of World War I. Of these, one 
has been hospitalized periodically for thir-
teen years; the other patient has had suc-
cessive hospitalizations throughout thirty-
one years. 
None of the patients in the group studied had a duration 
of illness of lees than one year. On the other hand, ten 
showed a history of illness lasting for more than five years, 
Which would point to the slight possibility of either lengthy 
or permanent remissions in the majority of oases. Extended 
periods of illness, interrupted by periodic hospitalizations 
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and trial visiting in the home, also tend to decrease the ex-
pectation of the families for the patient's eventual recovery, 
and serTes to reinforce their negative attitudes toward him. 
The diagnostic types within the group were examined next, 
the diagnosis in each case being that assigned by the hospital 
just prior to the patient's release on trial visit. 
TABLE III 
DIAGNOSTIC SUB TYPES IN 'l'HE CASES STUDIED 
Type 
Simplex 
Hebephrenic 
Catatonic 
Paranoid 
Mixed 
Mixed, with organic features 
Number of 
Cases 
1 
0 
3 
9 
2 
1 
I6 
The significance of this analysis lies in the fact that 
nine cases of the paranoid type and one case of the simple type 
together make up 63 per cent of the total number. The majority 
of the cases falls within the categories generally believed to 
,' have the least favorable prognosis. While the writer does not 
consider the type of diagnosis to be an absolute criterion for 
the purposes of the present study, it may have added signifi-
cance when considered in relation to further findings in the 
group of cases. 
37 
From the above data concerning the history of the illness 
and the diagnosis, it is important to learn what the degree of 
illness was in each case at the beginning of the trial visit. 
TABLE IV 
EVALUATION OF ILLNESS BY THE HOSPITAL AT THE BEGIN-
NING OF THE TRIAL VISIT 
Degree or 
Illness 
Number of 
Cases 
Serious symptom manifestations 
Relatively serious symptom manifestations 
Moderate symptom manifestations 
Absence of symptoms 
1 
9 
6 
0 
16 
The greater number, or 63 per cent, were considered to 
have a residue of serious or relatively serious symptoms. The 
residual delusional and hallucinatory material increase the 
difficulty which the patient experiences in accepting reality, 
and hae an adverse effect upon the ability of his family to 
accept him more tully. 
The pre-trial visit preparation of the family by the 
Clinic social worker has as its purpose the development of a 
home environment favorable to the patient, assistance to the 
" family in working through reality aspects of and personal feel-
ings about the trial visit, and assisting the hospital to de-
termine the feasibility of the trial visit. The following 
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table shows the extent of pre-trial visit activity in the cases 
studied. 
TABLE V 
PRE-TRIAL VISIT PREPARATION OF FAMILIES 
Pre-trial visit study 
No pre-trial study 
Number of 
Cases 
9 
...:1.* 
16 
*In three of these cases the patient 
had been on a previous trial visit 
within twelve months prior to the 
latest trial visit, and no pre-
trial study was requested by the 
hospital in these instances. 
In all of the cases studied, the patient returned to his 
family, which then was faced With the task of contributing to 
his improvement. The following study indicates the principal 
person with whom the social worker dealt during the trial visit. 
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TABLE VI 
PRINCIPAL PERSON WORKED WITH DURING THE TRIAL VISIT 
Total 
Parents 
Patient 
Spouse 
Sibling 
16 
7 
5 
3 
1 
Normal trial visit procedure by the social worker includes 
adjunctive case work with other family members in those cases 
where the principal person worked with is the patient. In 
eleven of the cases, the social worker had his principal con-
tact with family members. This information serves to re-em-
phasize the importance of the social worker's relationship with 
the key family person in all trial visit cases. 
The data concerning the extent of case work services pro-
vided to the families of patients leads to an evaluation of 
the attitudes of the families during the trial visit, and of 
their ability to make a positive contribution to his improve-
ment. 
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TABLE VII 
FAMILY ATTITUDES TOWARD PATIENT DURING THE TRIAL VISIT 
Total 16 
Positive: 
Ability to meet emotional needs of patient 2 
Unconstructive attitudes amenable to change 1_ 3 
Negative: 
No understanding of patient's problem 
Overprotection 
Overaolicitousness 
Shaae or fear of patient 
5 
3 
3 
_g 13 
Table VII shows essentially negative attitudes which could 
not be modified during the trial visit in thirteen, or 81 per 
cent, of the oases studied. There is, of course, a combination 
of the various attitudes in each case, but for this analysis 
. only the dominant attitude was selected. It is noteworthy that 
lack of understanding of the implications of the illness and 
overt overprotective tendencies are present in eight cases, or 
one-half of the total number. 
The social worker endeavored to assist the patient to 
function more nearly at a reality level through direct services 
, to him, and to provide other family members with a greater 
understanding of both the patient's limitations and an aware-
,, ness of the total problem involved. Emotional support, 
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reassurance, suggestion, clarification, judicious interpreta-
tion, and use of other community resources were brought to 
bear on the group of oases as a whole. The study which follows 
lists the techniques of the social worker in detail. 
TABLE VIII 
CASE WORK SERVICES OFFERED BY 
WORKER DURING THE TRIAL VISIT 
Technique Number of 
Patients 
Acceptance 16 
Assistance in accepting 
rehospitalization 2 
Assistance in accepting 
medical treatment 1 
Assistance in accepting 
shook therapy 
-Clarification 6 
Emotional relief 6 
Emotional support 14 
Employment counseling 5 
Insight 2 
Interpretation 10 
Reassur~noe 11 
Recreation (referral) 2 
Suggestion 11 
Use of other community resources 4 
Number of 
Families 
16 
4 
... 
3 
13 
8 
12 
-5 
14 
8 
1 
10 
2 
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The extent to which social services were utilized is 
indicated in !able IX. 
TABLE IX 
USE OF CASE WORK SERVICES BY PRINCIPAL PERSON 
Total 16 
Patient: 
Positive 2 
Negative ~ 5 
Key family person: 
Positive 3 
Negative 8 
-
11 
While the number of cases studied constitutes a small 
sampling, there is an indication that case work services are 
somewhat more acceptable to the patient than to other family 
members. This is perhaps a reflection of the patient's need 
to reach out for acceptance and understanding by a non-threaten• 
ing person; that is, someone who does not make demands upon him 
which are beyond his capacity. In some instances where the 
social worker does not seem to be able to relate to the patient 
in a positive way, he, nevertheless, represents for the patient 
1 
the presence of a friendly and interested person, and a con-
crete link with available hospital facilities. These two fac-
tors are often able to give the patient support at a more 
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subtle but no less effective level. 
Having studied the character of family attitudes and the 
ability of persons involved in the trial visit situation, it 
will be of interest to learn the type of adjustment the veter-
an was able to achieve in the important areas of life exper-
ience before his return to the hospital. 
TABLE X 
LEVELS OF ADJUSTMENT ACHIEVED BY PATIENTS 
DURING THE TRIAL VISIT 
Level of 
Adjustment Family Social Industrial 
Precarious 9* 12 12 
Limited 2 2 1 
Marginal 5 2 3 
~ ~ ~ 
*Of this classification, there is a history of 
mental illness in the families of three of the 
patients. 
This analysis shows a generally unfavorable adjustment in 
each of the areas being considered. As a group, the patients 
made better adjustments to their families than in other areas 
of social relationships, although the study indicates that the 
over-all pattern in this area is also unfavorable. 
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In view of the negative factors found in the oases studied, 
it is of interest to learn how long the group of patients was 
able to remain out of the hospital during the most recent trial 
visit. 
TABLE XI 
TOTAL DURATION OF TRIAL VISIT PRIOR TO REHOSPITALIZATION 
1-5 
months 
5 
6-11 
months 
9 
12 months 
or over 
2* 
Total 
16 
*In one case, the patient's family requested exten-
sion of trial visit supervision beyond the normal 
period of twelve months. In the other case, the 
patient had maintained a limited level of adjust-
ment, receiving yearly trial visit contacts, and 
was returned to the hospital by his family for 
domiciliary care. 
With the exceptions noted above, none of the patients com-
pleted his period of trial visit. Of the group, five, or 31 
·· per cent, remained out of the hospital for lees than six months. 
Summary of statistical Information 
The data gathered from the statistical study of sixteen 
cases in which the patient was returned to the hospital from 
trial visit shows that the majority had a history of extended 
illness with successive hospitalizations. Most of the patients 
, had a diagnosis generally considered to have a poor outlook, and 
ti 
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retained overt schizophrenic symptoms to a serious degree. 
Despite ready acceptance of the patient by the family in some 
cases, the severity of the symptoms acted as a block to any 
lasting improvement in the patient's condition, and prevented 
necessary insight into the illness on the part of the families. 
As a consequence of a combination of adverse elements, the 
patients as a group made poor adaptations to the important 
areas of community living, and the large majority were able to 
remain in remission for less than one year. 
In a majority of the oases, the social worker had an 
opportunity to make a pre-trial study of the home situation, 
and to begin case work with other members of the patient's 
family. Case work continued With both familY and patient after 
the beginning of the trial visit and the worker employed his 
special techniques and knowledge according to the requirements 
of the situation. Acceptance, clarification, emotional support, 
interpretation, reassurance, and suggestion were the techniques 
most widely used. The majority of the families made at best 
limited use of services offered. 
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CHAPTER V 
THREE CASE STUDIES WHICH ILLUSTRATE THE ROLE OF THE 
PSYCHIATRIC SOCIAL WORKER DURING THE TRIAL VISIT 
This chapter will be devoted to a study of three selected 
oases from the group of sixteen in which the veteran was re-
turned to the hospital from trial visit. The oases were se-
lected because they each represent a particular set of cir-
cumstances with which the social worker is concerned during the 
trial visit process, and because they illustrate the function 
and methods of the social worker in different case situations. 
The first case is an example of a situation where the case 
worker's efforts were effective with both the patient and the 
familY to a very limited degree. In the second case, the 
worker had a good-working relationship with both the patient 
and the family, and utilized supportive treatment and environ-
mental manipulation with some degree ot success in the initial 
phases of the case work relationship. The third case demon-
strates the role ot the case worker in a supportive, out-pa-
tient treatment situation where case work with.the patient's 
family was not possible because of resistance on the part of 
the parents. 
Case 1. 
J.G. is a 36 ~ear-old, single veteran. His diagnosis 
is schizophrenic reaction, catatonic type, for which 
he receives 100 per cent service-connected disability. 
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Social Histori. J. G. is the eldest of six siblings. 
Birth and ear y development were described as normal 
by his family. He did well in school, and took an 
interest in athletics. He appeared to his brothers 
and sisters to be overly religious, and had intended 
to study for the priesthood. His family also stated 
that J. G. was more attached to his mother than were 
any of his brothers and sisters. There is no history 
of mental illness in the family. 
When he was age 16, his mother died suddenly. Short-
ly after this, he terminated his studies and began 
to attend a vocational school in Providence. At 
this time he began to complain of severe pains in his 
lower back, although no organic basis could be dis-
covered for the symptoms. Two years after his mother's 
death his father remarried. J. G. resented his step-
mother very much, even though she proved to be a 
good mother to the children. By this time J. G. was 
employed as a laborer in a mill, a job he left to join the Navy in 1940. No details of his service 
are available from the case record. 
J. G. was first hospitalized in June 1945 while still 
in service because of peculiar actions and his habit 
of assuming unnatural postures. He was sent to St. 
Elizabeth's Hospital, Washington, D. c., and on ad-
mission was catatonic and negativistic. Following 
two attempts at suicide by butting his fead against 
the wall, he underwent a course of EST. He became 
depressed, vague, seclusive, and admitted to audi-
tory hallucinations and delusions. He regressed 
from this level to muteness, posturing, and inconti-
nence. A second course of EST resulted in some im-
provement, and he was transferred to Veterans Admin-
istration Hospital, Bedford, Massachusetts. He re-
mained here continuously until April 1951 when he 
was permitted to go home on week-end passes. Since 
he behaved relatively well on these passes, he was 
released for trial visit in July 1951 and the hos-
pital requested trial visit supervision by the Clinic. 
The early history shows a basic over-attachment to a 
mother figure, identification with her, and a grief reaction 
at her death. Hie father's marriage represented a rejection 
1 Authorized abbreviation for Electro-Shook Therapy. 
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of his mother, and by extension, J. G. himself. His hostility 
toward his stepmother appeared in the form of death wishes 
which in turn generated intense guilt. Auditory hallucinations 
during hospitalization were of a deprecatory nature, accusing 
him of homosexual impulses. 
Prior to the beginning of the trial visit, J. G.'s 
father had remarried for a second time and was liv-
ing with his third wife and his unmarried daughter. 
Now retired, the father assumed guardianship of the 
patient, and stated he would devote himself to car-
ing for him. The second stepmother had not known 
the patient prior to April 1951 after he had been 
hospitalized for almost six years. 
J. G. was relieved to be out of the hospital, and 
could see no necessity for contacts by the social 
worker, accepting trial visit supervision as an un-
avoidable evil. His adjustment was quite limited, 
television and movies making up most of his recrea-
tional activities. He was not interested in renew-
ing old friendships, and did not feel well enough 
to seek employment. 
During home visits by the social worker, the father always 
insisted on being present throughout the interviews. He monop-
olized the conversation by expressing great optimism about the 
patient's condition, and blocked him from speaking for himself. 
·.The worker's efforts continued around being accepted by the 
patient as an interested and supporting person, encouraging him 
to take more interest in normal social activity, and in clari-
fication of the patient's capabilities to the father. Over a 
period of time, although the father expressed some understand-
ing of J. G.'s needs and limitations, he also began to express 
dissatisfaction at the patient's disinclination to help him at 
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the gas station he had purchased. Both he and the patient con-
tinued to be resistant to the worker. 
After several months, the patient's sister called on 
the worker to inquire about other custodial care for 
him. She stated that it was only at her insistence 
patient had been released on trial visit against med-
ical advice, and that her father had been persuaded to 
agree to act as guardian. The father was actually 
quite hostile toward the patient, and allowed him a 
minimum of spending money from his compensation check. 
The stepmother was afraid of him because of his ill-
ness, and had been told by friends that his condition 
could only become worse, even homicidal. She consider-
ed him a threat to her marital relationship. The 
veteran was reacting to these attitudes with resent-
ment and increasing seclusiveness. 
It was clear to the worker that the patient's sister had 
obtained his release from the hospital only because of a sense 
of guilt, and that his father had accepted responsibility for 
the same reason. The sister was actually saying that she want-
ed him rehospitalized without having to face the responsibility 
of this herself. The father and stepmother remained inaccess~ble 
to the worker, who then persuaded the patient to come to the 
Clinic for an interview. 
J. G. spontaneously introduced the subject of rehos-
pitalization~ stating that he received more under-
standing and companionship at the hospital than at 
home. He was encouraged to try to find satisfactions 
outside of the home by inc~easing his recreational 
interests, and was praised for having maintained his 
adjustment for almost six months. The patient, how-
ever, had pretty definitely decided to return to the 
hospital, and after further discussion about it, sud-
denly decided to talk the matter over with his father 
before making a final decision. 
Shortly after this interview, the patient had an 
episode of bizarre behavior and was picked up by the 
police for exposing himself in public. The social 
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worker came under considerable pressure from the 
family to help in rehospitalizing him, and with 
his support, the patient returned to the hospital 
voluntarily in December 1951. 
Evaluation of Social Service 
In this case the Clinic social worker had no prior knowl-
edge of the case until the trial visit had begun, and therefore 
had no opportunity to institute case work with the family on a 
pre-trial basis. The father, although under considerable ten-
sion and anxiety, was unreceptive to case work when it was 
offered. No effective contact with the stepmother was possible 
in a situation where considerable interpretation of the pa-
tient's illness was essential. This case seemed to have at 
least a fair prognosis from the standpoint of the veteran. It 
is possible that the situation could have been stabilized 
enough to provide the patient with an opportunity to move out 
toward more community contacts, and for the rejecting atmos-
phere of the home to be diluted. 
The veteran was prevented from making use of the case 
worker because of the interference of his father in the inter-
view situation, and the father's fear that the worker would ob-
tain a true picture or the home environment. The veteran did 
relate well enough to the worker to come to the Clinic to dis-
cuss hospitalization, even though he refused to talk about his 
feelings toward his family. It will be noted that he was 
reaching out to his father for acceptance even at this late 
:
1 
date by his decision to discuss rehospitalization with him, 
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with the implied hope that his father would try to dissuade 
him. It is also interesting that the family felt too guilty 
to take the initiative in hospitalizing him after the acute 
episode, and called on the worker for assistance. 
Case 2. 
F. N. is a single, 27 year-old veteran with a diagno-
sis of schizophrenic reaction, paranoid type. 
Social History. F. N. is the older of two siblings. 
Birth and early development were normal. He was un-
duly attached to his mother, according to his sister, 
and the mother was over-indulgent toward him. His 
father was a withdrawn, silent man who was stern with 
the children on the infrequent occasions when he took 
an active parental role, F. N. made only passing 
grades in school, and truanted frequently. He was a 
shy, backward boy who did not mix well with others, 
and had few friends. 
Despite his inability to get along with others of 
his age and his difficulty with his studies, he was 
graduated from high school at age 18, and secured 
employment as a spinner in a mill. He was inducted 
into the Army in October 1943, and made a poor ad-justment from the first day. After a few weeks he 
began to display bizarre behavior and was hospital-
ized in May 1944, after firing his rifle at another 
soldier whom he accused of calling him a •queer•. 
After a period of observation he was released, but 
was again hospitalized in December 1944 because of 
depression after one of his buddies was killed. 
On hospitalization he was withdrawn and suspicious, 
seclusive, and preoccupied with sexual thoughts. 
He experienced delusions of persecution and audi-
tory hallucinations. He was given a medical dis-
charge from the Army in February 1945. 
He was next hospitalized at Veterans Administration 
Hospital, Bedford, in September 1947, after an acute 
episode in which he was depressed, displayed overt 
homosexual tendencies, and suffered feelings of 
extreme guilt. A course of EST resulted in a&ight 
improvement, and he was released on trial visit in 
Yay 1948, 
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In this case, as in the first, we see too close an identi-
fication with the mother, reinforced by the rejecting attitude 
of a passive father and F.N.'s inability to identify with him. 
The result for the patient was overdependence on his mother, 
confusion of self-identity, and frank homosexual tendencies. 
The patient accepted contact by the social worker 
readily. He expressed eagerness to resume employ-
ment, and requested help in doing so, although he 
complained of restlessness, stomach pains, and 
sleeplessness. With the help of the worker, he ob-
tained employment as a stock clerk, but left after 
two weeks because he felt other employees were 
talking about him. He later secured a job as a 
laborer in a factory, but terminated it after three 
days because he suspected the female employees of 
laughing at him and calling him •queerM. His 
younger sister, single and living at home, tried 
to help his social adjustment by entertaining for 
him, and by taking him to weekly dances. He was 
able to take an interest in these activities, and 
was given a good deal of encouragement by the worker 
to continue. 
The patient's mother continued to be oversolicitous, 
and appeared to be a tense, unhappy person. At 
this time the father was unemployed for a long per-
iod, and showed a marked disinclination to obtain 
'other work. The patient resented the fact that 
the family was dependent on his compensation check 
and his sister's earnings. Continued visits by 
the worker revealed intense rivalry between the 
veteran and his father for the attention of Mrs. N. 
She .was hostile toward her husband because of his 
passivity, and he began to spend most of the time 
either in bed or in the cellar to escape her nag-
ging. He suspected her of wanting to •drive me 
crazyN and put him in a mental hospital. 
Following a consultation between the worker and the psy-
chiatrist, it was decided to offer case work to both parents. 
It was arranged to see the patient every two weeks. Mrs. N. 
was interviewed on alternate weeks in the Clinic, and Mr. N. 
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agreed to call on the worker monthly. 
Mrs. N. was initially tense, anxious, and tearful. 
A large part of the trouble sprang from her dis-
turbed sexual relationship with her husband. They 
had not had intercourse in over two years because 
of her fear of pregnancy. This had been Mrs. N.'s 
decision following two abortions about which she 
experienced a great deal of guilt and depression. 
She translated her guilt to a rejection of her hus-
band and. a determination to devote her life to oar-
ing for her son. 
Although she developed over-dependency on the 
worker, over a period of many weeks she was able 
to reach some understanding of the causes and re-
sults of the inter-familial relationships. Her 
attitude toward her husband became more accepting, 
and she was receptive to suggestions of handling 
the veteran with less overprotection. At the same 
time, Mr. N. was being seen by the worker, and was 
able to develop some insight into both the marital 
situation and the veteran's needs. He said he was 
beginning to lose some of his feelings of being 
•shoved against the wall". He experimented with 
showing more consideration to his wife, who 
responded by resuming normal marital relations with 
him. 
Prior to this partial adjustment of the marital af-
fairs, the veteran had experienced increased sever-
ity of his symptoms, discontinued social contacts, 
and spent most of his time in his room. His mother 1 s 
efforts to induce him to resume his interests were 
met with suspiciousness and anger. He lost even 
his interest in reading and television, and talked 
of his unworthiness and thoughts of death. When 
some of the pressure was alleviated between his 
parents, he became interested in his surroundings 
again, and asked about on-the-job training as a 
draftsman. He voluntarily sought employment in 
this field. As part of his effort, he traveled to 
Boston, secured a job as blueprint reader, and 
left after three days because of his ideas of refer-
ence. 
He returned home feeling rejected, worthless, and 
depressed. He had a severe episode and was hospi-
talized by his mother in June 1949. The hospital 
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considered EST to be an important step in his treat-
ment, and worker helped Mrs. N., who was quite re-
luctant to give permission, to work through her feel-
ings about this and later about insulin therapy, both 
of which were administered without noticeable effect. 
His mother felt guilty about the rehospitalization, 
and signed him out of the hospital in June 1950 
against medical advice. Veteran was listless, mute, 
and spent all of his time in his room. He developed 
an intense hostility toward his mother for hospital-
izing him and for authorizing the shock therapies. 
The worker maintained a good relationship with the 
veteran who, however, did not respond to case work 
as he had formerly. He suspected his mother of 
wishing to return him to the hospital, and complain-
ed that she never left him alone. 
The worker's activity embraced all members of the 
family during this time. Mrs. N. feared that she 
was pregnant, and worker arranged for her to have 
necessary tests and medical attention at the Rhode 
Island Hospital. (The pregnancy proved to be false). 
Mr. N., now employed, reacted to the veteran with 
the same negative behavior as on the first occasion. 
The veteranfs sister blamed the veteran for her 
fiancee's having broken their engagement, and had 
a brief hysterical episode. 
The worker was successful in persuading the veteran to 
come to the Clinic for outpatient psychotherapy. Mrs. N. was 
encouraged to take a part-time job at the place where she had 
worked formerly and did so. The veteran's sister was referred 
to the Y.W.C,A. for group work activity during her leisure time. 
The veteran was pleased to be left to his own resources during 
the day. A side effect of the worker's activity was Mrs. N. 1 s 
increasing dependency on the worker, She developed the habit 
of telephoning the worker and the psychiatrist to discuss every 
minute detail of the veteran's behavior and symptoms, and was 
demanding of further treatment for him • 
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In June 1950 the worker left the agency for another as-
signment, The veteran related well to the new worker assigned,· 
but Mrs, N. terminated contact with the Clinic, stating that 
she 1 d1dn 1 t want to go through all that again" with a new 
person, 
The veteran complained increasingly that his mother's 
solicitude had developed into systematic nagging. 
He had a recurrence of vivid delusions and halluci-
nations, The psychiatrist felt that the veteran had 
developed partial insight, but the veteran became 
increasingly hostile toward both parents, He ex-
pressed a strong desire to get away from them, es-
pecially his mother, In February 1951 he had another 
severe episode and was returned to Bedford Hospital. 
Evaluation of Social Service 
This case illustrates an •all-out• approach by the social 
worker, Environmental manipulation was undertaken with a good 
deal of success. The highly desirable goal of inducing the 
veteran to accept psychotherapy was also accomplished, In 
spite of the insight he gained, however, the practical problems 
he created for all of the other family members were too great 
for them to accept, even though they were able to have some 
understanding of his needs, The turning point in the case oc-
' curred when his mother hospitalized him in 1949, Her suspected 
rejection of him because of this and hostility toward him on 
the part of both his father and his sister were too much for 
hie ego-strength to tolerate, He became unable to respond to 
the efforts of either social worker or psychiatrist, It would 
1 
appear that there were too many adverse environmental factors 
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for the worker to deal with effectively, and that both of the 
parents were in need of psychiatric help which they probably 
would not have accepted or used. There was no pre-trial visit 
preparation of the family before the patient's release from 
the hospital. 
Case 3. 
B. T. is a 33 year old, unmarried veteran, presently 
diagnosed as schizophrenic reaction, paranoid type, 
complicated with manic-depressive features. 
Social History. B. T. is an only child. His father, 
age 54, is described as a rigid, domineering, strong-
willed man, who delegated all responsibility of rais-
ing his son to his wife. The veteran's mother, age 
49, is an overprotective, wilful, irritable, and nag-
ging woman. At the time of the veteran's first con-
tact with the Clinic, she was also undergoing meno-
pausal symptoms. Her early method of disciplining 
her son was to threaten him that either she or his 
father would die if he was not obedient. When B. T. 
was age 12, she had a 1nervous breakdown• and was 
hospitalized. B. T. remained home from school to 
keep house for his father. 
Outside of the home, the boy expressed his rebellion 
against the rejection of his parents by being overly 
aggressive with other children and, in his own words, 
trying to be •cook of the walk•. He had a high de-
gree of intelligence, but left high school after 
three years at age 17. He was unable to make satis-
factory heterosexual adjustments, and related with-
out guilt several homosexual experiences during 
childhood and adolescence. 
Following three years of Army service, he received 
a medical discharge in January 1945 for an •anxiety 
state". Because of feelings of lassitude, head-
aches, depression, and fainting spells, he was un-
able to work steadily, and came to the clinic volun-
tarily for outpatient psychotherapy. He expressed 
guilt over his hospitalization in service, describ-
ing it as a •desertion•. The psychiatrist detected 
incipient schizophrenic features of a serious nature, 
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and suggested voluntary hospitalization. The 
veteran was accepting or the suggestion, and en-
tered Cushing Veterans Administration Hospital, 
Framingham, Massachusetts, in January 1949. He 
remained until December 1949, agreeing after dis-
charge to resume outpatient treatment at the 
Clinic. 
Despite his severe illness with vivid hallucina-
tions and delusions after discharge from the hos-
pital, he possessed considerable insight into his 
problem. He verbalized freely his competition 
with hie rather for his mother's love: 1 I want al-
ways to be first with her. 1 He recognized his 
guilt over his incest wishes. He told or his rear 
of other women, and his fear or being •raped1 
(castrated) by them Just as his mother had cas-
trated him psychologically. 
The psychiatrist focused his efforts on reassurance and 
supportive treatment, on helping the patient to remain out 
or the hospital, and on clarifying B. T. 1 s own interpretation 
of his symptoms. Over a period or two months B. T. formed a 
deep transference with the psychiatrist which he was able to 
utilize constructively, and he began to show considerable im-
provement. 
The social worker attempted collateral treatment with the 
parents at the same time. Neither was able to accept the 
worker, and neither parent had any understanding or the patient's 
illness nor the problem or his adjustment. They expressed hos-
tility toward the Clinic and a determination not to tolerate 
further contacts With the social worker. At the end or two 
month's treatment, the psychiatrist prepared to leave the 
Clinic for another assignment. The patient was transferred to 
a female social worker to be carried on a supportive basis 
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pending arrival of the new psychiatrist. 
Once again the patient formed an intense trans-
ference, this time With a person of the opposite 
sex. He acted out all of the ambivalence he 
felt toward his mother. Intense hostility al-
ternated with direct sexual advances, and conse-
quent guilt. He carried on a constant testing 
out of the worker to assure himself that he was 
still loved in spite of his behavior. 
The worker handled this by acceptance and reassurance, 
and by allowing him unrestricted ventilation of his anxiety 
and guilt in the permissive atmosphere of the Clinic. Within 
the transference relationship, the patient responded to the 
worker's technique of repeating key words from his conversa-
tion with free associative material. 
He could recognize hie relationship to the worker 
as a mother figure, and verbalized hie desire 
for and hie hostility because of hie dependence 
on her. He expressed his fear of punishment by 
the worker because of his sexual impulses, and 
declared hie intention of "giving you up" to the 
other men in the Clinic, just as he had given up 
hie mother to hie father. At the same time, he 
dramatized hie hostility around anticipated re-jection by leaving lighted cigarettes on the work-
er's desk at the termination of interviews in the 
same way he was accustomed to leave them burning 
around hie own home. The veteran experienced a 
severe paranoid episode in March 1951 and was re-
turned to the hospital. 
Evaluation of Social Service. 
Through the combined efforts of the psychiatrist and the 
social worker, the veteran was helped to make a very limited 
adjustment outside of the hospital for more than one year. 
He showed eVidence of improvement and developed some insight. 
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He has been on a later trial visit since September 1951, and 
is seeing the psychiatrist on a weekly basis. 
The social worker's role in this situation was direct 
supportive treatment in a difficult treatment Situation. No 
adjunctive treatment with the parents was possible. Because 
of the extreme negativistic attitudes of the parents and their 
rejection of the patient, the probable outcome remains very 
poor. The case, however, illustrates one of the many techni-
ques of the team approach in treating the schizophrenic pa-
tient. Although there was no pre-trial visit contacts with 
the parents, and adjunctive treatment with them was impossible 
because of their hostility, the social worker was able to funo~ 
tion constructively within the framework of the transference 
situation by giving direct support and direct interpretation 
which was acceptable to the patient and by meeting his feeling~ 
of anxiety and guilt with reassurance. 
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CHAPTER VI 
SUMMARY AND CONCLUSIONS 
The purpose of this thesis has been to study and evaluate 
those environmental factors contributing to the failure of 
sixteen veterans on trial visit to make adjustments in the 
areas of family, social relationships, and industrial rehabili~ 
tation. Through a detailed study of three of the cases, a 
further examination was made of the function of the psychiatric 
social worker during the trial visit, and of his methodology 
in seeking to alleviate the factors in the veterans' immediate 
surroundings which militated against a more adequate adjust-
ment. 
The findings of the study are related to the specific 
questions listed in Chapter I: 
1. What degree of adjustment did the veteran achieve in 
family, industrial, and social relationships? 
In the sixteen cases studied, the large majority of the 
veterans made an inadequate adjustment in all of these areas, 
although adjustment to family environments was shown to be 
generally better than to social relationships and employment 
situations. Most of the veterans had diagnoses considered 
poor prognostically, and a relatively serious symptom constel-
lation at the beginning of the trial visit. In the majority 
of cases there is a history of long duration of the illness 
L 
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and several hospitalizations. Family attitudes were, for the 
most part, negative or unconstructive. All of the veterans 
returned to a home environment in which they had already had 
unsuccessful trial visit experiences. A combination of these 
factors, plus the difficulty of altering to a significant de-
gree long-standing negative attitudes of family members, con-
tributed to an unfavorable outlook in most cases before the 
beginning of the trial visit. 
2. What were the immediate environmental factors which 
contributed to his particular level of adjustment? 
One of the most important elements affecting the veteran's 
adjustment was the attitude of his family. In cases 1 and 2, 
, Chapter V, negative family attitudes are seen to have a direct 
bearing on the veteran's ability to maintain at least a pre-
carious adjustment out of the hospital, and in Case 3 the par-
ents were unwilling to accept interpretation from the social 
worker in order to better understand the veteran's symptoms 
and illness. 
Table VI Shows that in eleven of the cases a family member 
other than the veteran was the principal person with whom the 
social worker had contact during the trial visit. Table VII 
indicates that in thirteen cases family attitudes toward the 
veteran during trial visit were essentially negative, and that 
lack of understanding of the veteran's illness and overprotec-
tive tendencies were most prevalent among the negative 
62 
attitudes. In eight of the cases where the social worker had 
his principal contact with a key family person, as shown in 
Table IX, the familY member was unable to make effective use 
of social services offered, and to modify existing unconstruc-
tive attitudes. 
3, What case work services were offered to the veteran? 
What case work services were offered to his family, or to other 
key persons? 
Acceptance, clarification, emotional support, interpreta-
tion, reassurance, and suggestion were the techniques most 
widely used in working with the veteran and his family members, 
, as illustrated in Table VIII. This study serves to indicate 
the basically supportive character of the case work relation-
ship in the group of cases studied, with such other aspects of 
environmental manipulation being introduced as were considered 
appropriate to particular cases by the social worker. 
li 
In Case 1, the worker was unable to form a relationship 
with either veteran or parent. The worker's initial goal was 
his acceptance by the veteran as an interested and non-threaten-
ing person. He tried to increase the veteran's confidence in 
himself through support, and to encourage him to have an inter-
est in activities outside of the home. In a difficult family 
situation, the worker also tried to modify some of the pressures 
on the veteran through clarification of the veteran's illness 
and limitations to the father and sister. Movement in the case 
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was blocked by the father's rejection and lack of understand-
ing, and the worker's activity was largely confined to assist-
ing the veteran and the family in the process of rehospitaliza-
tion. 
Case 2 shows a good initial relationship between veteran 
and worker, and a relatively constructive relationship between 
worker and family. The veteran was encouraged and assisted in 
his efforts toward employment, and was able to move out into 
other social contacts in the community. He accepted some 
clarification of his illness and limitations and was willing 
to come to the Clinic for psychotherapy. Environmental man-
ii ipulation was successfUl in relieving some of the pressures 
,, 
,, 
within the family. The worker carried on case work with all 
family members, giving them interpretation, clarifying the 
emotional interactions within the family, providing marital 
counseling, and utilizing community resources for the veteran 
and his sister. 
Case 3 demonstrates direct emotional support within the 
treatment situation where neither environmental manipulation 
nor adjunctive case work with the family was possible. Sup-
portive treatment in the transference relationship enabled the 
veteran to ventilate deep-seated feelings of guilt and anxiety, 
and he was helped to make the transition from one psychiatrist 
to another without undue emotional upset. Through interprets~ 
tion, the worker helped him to increase his insight into his 
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illness, and to remain out or the hospital for an extended 
period. 
The case studies illustrate some or the types or situations 
and special problems encountered in trial visit supervision or 
the schizophrenic, and some or the ways in which the psychiatric 
social worker functions during the trial visit process. A 
thorough knowledge or the etiology and probable outlook or each 
case is essential in formulating a plan or case work treatment. 
At the same time, the cooperative approach by the Clinic team 
and the hospital is equally essential in the overall treatment 
or the veteran. 
Because or limitations imposed by the number of personnel 
available and the pressure of case loads, it is often not pos-
sible to achieve optimum liaison between the hospital and the 
Clinic social worker. Often the worker will receive the hos-
pital's request for trial visit supervision after the veteran 
has been out of the hospital for a number of weeks, which pre-
' vents an evaluation of the home situation through a pre-trial 
study. In order to avoid the unfavorable effects stemming from 
this procedure, it is suggested that the worker who is to super-
vise be given ample opportunity for conferences with the hos-
pital staff at the time trial visit is first contemplated, and 
again after the pre-trial study is made. In this way a greater 
body of information could be focused on the veteran's needs, 
the possibility of his needs being met in his home environment, 
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the feasibility and timing of the trial visit, and a determina-
tion as to the advisability or further or future hospital care. 
It is also suggested that the veteran not be returned to 
his family routinely until such an evaluation is made, partic-
ularly in those cases where the veteran has had one or more un-
successful trial visit experiences. This has an adverse effect 
on both the veteran and the family because of successive frus-
trations, and lessens the possibility of the veteran's improve-
ment. The study indicates that case work procedures were im-
portant in mitigating to some extent the negative elements in 
the cases studied, but were not effective in altering signifi-
cantly the pathological environments encountered in the cases 
" as a whole. This is illustrated in the case of F. N., where 
, the social worker had a relatively good relationship with the 
veteran, and where the veteran at first made a real effort 
toward social and industrial adjustment. 
In order to operate effectively for the veteran's improve-
ment, all or the positives in a particular case should interact 
within a basically healthy home environment. This was not the 
situation in the sixteen cases under discussion. The Veterans 
, Administration makes provision for the utilization of custodial 
home care outside of the veteran's family. Veterans Administra-
tion Technical Bulletin lOA-279 states in Paragraph 4., a. and 
I b.: 
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It is a social service responsibility to help the 
patient find a home which meets his needs, and to 
prepare him, his own family, and the family with 
whom he will be living, for the readjustment that 
may be involved in this trial visit. 
The home selected should be located preferably 
within a fifty-mile radius of the hospital. The 
employment, educational, and recreational oppor-
tunities within the community are important in 
evaluating its desirability for use in this type 
of trial visit.l 
It is recommended that community resources of this kind 
be explored further, and Where existing, expanded. This would 
operate not only to the advantage of the patient by increasing 
his potential for improvement, but would also serve to reduce 
demands upon existing facilities in the mental hospitals by a 
decrease in the repeated readmissions of trial visit patients. 
Ap~lr:'to~ 
Richard K, Conant 
Dean 
1 Veterans Administration Technical Bulletin lOA-279, 
,, .2E· ill· ,, 
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APPENDIX 
APPENDIX A. 
SCHEDULE 
NAME: 
A. Early History 
1. Birth: ~a~·-D~a~t~•~----------~~~~~~-----b. Pathology 
2. Family Situation: .:::a;.:.._F:..;a7-t;:h::;e::::r=----------~-=¥==-------­
Age 
b. Mother 
Age 
3. School History: 
B. Pre-Service History 
1. Marital Status: 
2. Community Inter-
ests and Activ-
ities 
Date of Death 
Personality 
c. Marital 
Situation 
a. Degree of 
Adjustment 
a. Marital 
Adjustment 
3. Employment History:a. Type of Job 
c. Military History 
1. Dates of Service 
2. Combat Experience 
3. History and Types of Hospitalization 
Date of Death 
Personality 
d. Siblings 
Parent-sibling · 
relationships 
Sibling inter-
relationships 
b. Scholastic 
Record 
b. Parental Status 
b. Length of 
Employment 
4. Type of Discharge and Diagnosis at Discharge 
; D. Post-Service Adjustment 
' II 
l1 
1. Family or Spouse 
2. Community Relationships 
3. Employment Record 
4. Degree of Residual Symptoms 
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APPENDIX A (CONT 1D.) 
E. Post-Service Hospitalization 
1. Where hospitalized: a. Voluntary b. Involuntary 
2. Duration of each hospitalization 
3. Symptom-formation at admission 
4. Adjustment to hospital 
5. Diagnosis at time of release, and residual symptoms 
F. Trial Visit Record 
1. Inclusive Dates 
2. Length of time in Community During Latest Trial Visit 
3. Level of Adjustment: a. Family b. Community 
c. Employment 
G. Summary of Social Service Activity 
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APPENDIX B. 
Sample of Referral for Social Service from Psychiatrist 
REFERRAL FOR SOCIAL SERVICE 
Mental Hygiene Clinic 
Veterans Administration, Providence, R. I. 
Name: 
-----------------
Claim No. ______________________ __ 
Address: ________________ _ Case No. 
Best Time for Appointments: __________________________________ _ 
Reason for Referral: 
! Specific Area to be Evaluated: 
Person to be Interviewed: 
Date of Referral: ______________ _ 
Physician: __________________ __ 
Approved: ____________________ __ 
Case Work Supervisor: ________ __ 
-
APPENDIX C. 
Sample of Announcement of Intake Conference 
TO: MENTAL HYGIENE CLINIC STAFF 
' FROM:Chief Psychiatrist 
SUBJECT: Intake Conference 
October 16, 1951 
On Wednesday, October 17, 1951, at 9:30 A. M., the Mental 
Hygiene Clinic staff conference will concern itself with an 
Intake Conference. At that time the new cases that have been 
admitted to the Clinic during the month of September will be 
discussed briefly, specifically for the following: 
1. The presenting complaint, reason for referral, and 
sources of referral. 
2, The physician's impression of the basic reason for 
patient's requesting therapy. 
3, The role that the Psychologist might play in the 
evaluation of the patient, 
4. The diagnostic impression. 
5. The prognosis. 
6. The goal of treatment. 
7. The role that Social Service might play in conjunction 
with the physician. 
Cases for Intake Conference: 
Veteran 1 s Name MHO No. 
Melvyn Johnson, M. D, 
Chief Psychiatrist 
Mental Hygiene Clinic 
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